Background/Introduction: Orphans and vulnerable children (OVC) in sub-Saharan Africa have been the focus of much popular and academic writing and the growing body of evidence cannot be overlooked. Existing research focuses on projections of OVC numbers, interventions, outcomes and descriptions of care arrangements. A lot of information exists on their poor sexual and reproductive health (SRH) status-most of it quantitative. The purpose of this paper is to present the voice and perceptions of OVC in regards to their SRH. Methods: This was a mixed-methods qualitative study drawing from phenomenology and it used purposive sampling to recruit 129 participants. Results: OVC perceptions and priorities do not always intersect with those of professionals and this has implications for existing and planned interventions. For example some OVC think favorably about early marriages while others have mechanisms of self-protection again SRH harm although this is not usually acknowledged. Conclusions: OVC demonstrate agency; therefore positioning them at the heart of service planning and delivery is an effective strategy in increasing the uptake and impact of interventions seeking to address their sexual and reproductive health needs.
Introduction
A growing body of research has emerged on the sexuality of orphans and vulnerable children (OVC) in subSaharan Africa and it presents a grim picture of their sexual and reproductive health. The evidence reports a heightened risk of HIV and sexual risk behaviours among adolescent orphans compared to their non-orphaned peers [1] [2] . The social, economic and psychological impacts of HIV/AIDS on OVC increase their vulnerability to HIV infection through early onset of sexual activity, commercial sex and sexual abuse [3] [4] .
Uganda is one of the developing countries with a very high number of orphans and vulnerable children. The term "orphans and vulnerable children" (OVC) was developed following the limited usefulness of the tight definition of the construct orphanhood in the era of HIV/AIDS and encompasses children whose vulnerability is related to general aspects of their contexts such as poverty, abuse, disability, political repression and care by sick or elderly caregivers [5] . 57% of Uganda's 30.7 million population are below 18 years of age and children below the age of 15 years comprise of more than half (50.7%) of the total population [6] [7] . The percentage of orphaned children in Uganda increased from 11.5% in 1999 to 13.4% in 2003 and is currently at 14.8% [8] . An estimated 890,000 of all Ugandan orphans have lost their parents as a result of HIV/AIDS [9] [10] and this number increased to 2,500,000 in 2010 [8] [11] . Whereas up to 96% of all children in Uganda have some level of vulnerability, it is 51% (totaling 8 million) who have been classified according to varying degrees of vulnerability. One out of every four households in Uganda has at least one orphan or vulnerable child [10] [11].
Sexual Activity of OVC
Social, economic and psychological impacts of HIV/AIDS on OVC increase their vulnerability to HIV infection through early onset of sexual activity, commercial sex and sexual abuse. Findings from earlier and recent studies in Uganda show that sexual debut occurs earlier in orphans than non-orphans; by age 12, 30% of orphan girls are sexually active rising to 85% by age 18 citing economic need, peer pressure, curiosity and lack of carer supervision as some of the reasons for early sexual activity [12] . The evidence also shows that girls who are orphans are 1.5 times more likely to start sex before the age of 15 than non-orphan girls [13] [14] . By age 19, only 20% of Ugandan girls are abstaining, 24% are having premarital sex while 60% are having sex within marriage [15] . OVC are more vulnerable to early sexual activity because they are more likely not to have adult guidance and also have pressing basic needs compared to majority of their peers [3] [4] . This is true especially for the girls. In Uganda only slightly more than half of all 10 to 14 year old girls live with both parents and 27% of girls do not live with their mothers [14] .
School Dropout, Early and Forced Marriages
Orphaned and vulnerable children drop out of school at a higher rate than non-orphaned children [16] [17] . By age 19, only 12% of girls are still in school [15] . Younger female OVC aged between 5 and 12 years are at a greater risk of missing out on education as they are in demand as domestic servants for families with young children in urban centres; whereas older female OVC tend to drop out of school and marry early, sometimes as early as the age of 15 years [10] . OVC are more likely to have received no secondary school education and to have started sex early and married, which, in turn were associated with poor reproductive health [1] . The average age girls marry in Uganda is 17.9 and by age 19, only 12% of girls are still in school [15] . Many girls, particularly those in vulnerable situations, are married off at a young age by carers in exchange for money or material resources [3] [10] [18] , and their vulnerability is heightened by the fact that many African societies are patriarchal and some marriages polygamous [12] - [15] [19] . OVC are susceptible to problems such as HIV/AIDS, STIs, marital rape and complications resulting from early pregnancy and childbirth. Blanc's [20] work on power in sexual relationships confirms that sexual partners with marginal power are likely to experience problems and other studies have highlighted the issue of power relations and the difficulty among young married girls in handling their sexual relationships [14] [21] [22].
Teenage Pregnancy and Child Motherhood
Nationally, the teenage pregnancy rate reduced from 31% in 2005 to 25% in 2008 but it is still one of the highest in the whole world [7] . 53% of all teenagers in Uganda are married by the age of 18 and 25% of adolescent girls have been reported to get pregnant before the age of 19 [6] . Pregnancies among teenage girls have been attributed to maternal orphanhood and parental HIV [1] . Majority of these early marriages and subsequent child motherhood occur among OVC who have dropped out of school, are in situations of conflict or living in poor households [1] [6] . Child motherhood is associated with a higher risk for maternal death and other health risks like high infant mortality and morbidity rates. Girls under 15 years are more likely to die in child birth than women in their twenties. An estimated 6000 teenagers die annually from maternal related complications such as obstetric fistula [7] . Child motherhood has also been strongly linked to gender-based violence among teenage girls, the most common form of which is defilement and rape. This has in turn resulted into unwanted pregnancies, unsafe abortions and HIV/AIDS [7] [14].
The OVC-HIV/AIDS Nexus
An estimated 45.6% of all Ugandan orphans have lost parents to HIV/AIDS [23] . Recent statistics show 0.7% of all children to be infected with HIV while 20,000 children continue to be infected every year [7] . OVC have been reported to have high proportions of HIV infections, STIs and increased high risk sexual behavior compared to their peers [1] [3] . Local and international research shows that vulnerable children are increasingly using sex as a source of economic exchange and young girls are especially at risk of being solicited for child prostitution which in turn exposes them to HIV/AIDS [24] [27] . Existing sexual and reproductive health services have been reported to be largely "youth unfriendly" [7] [13] and the majority of health facilities experience continuous stock-outs of medicines and essential supplies like condoms, contraceptives and educative materials [28] [29] . In addition, the majority of OVC (52%) of vulnerable children live in rural areas compared to the 43% in urban areas where most services are concentrated [30] ; in fact services have been estimated to reach very few OVC in Uganda [8] .
Synthesis and Critique of OVC Literature
The literature shows orphanhood and vulnerability as contributors to the descent into poor health outcomes. However there is a dearth of information on related key issues including perceptions of OVC regarding their needs, public perceptions, gender aspects and power issues. There is also little emphasis on the unique sexual and reproductive health needs of boys and young men; data on good practices or successful interventions elsewhere; national child protection systems and responses of duty bearers.
The literature on OVC in sub-Saharan Africa is illuminative and enables us to understand the magnitude, patterns and related outcomes. However it has tended to be narrow, deterministic, pathological, inconsistent and sometimes contradictory. A recurring argument therein is that OVC have poor life trajectories and cannot do anything without the care and support of adults. Whereas this is generally true, it is also narrow because research has not paid attention to the inherent capacities of OVC; neither has it focused on their lived experiences. Furthermore, nearly all of the existing literature presents a curious double-edged pattern: 1) adults are determining categorizing and making damning predictions regarding children -most of these adults are from Western Europe, whose work is situated within Western understandings of childhood and mental health; 2) children's voices are ominously missing. It is this gap in the literature that this study sought to address by researching into the voice and lived experiences of OVC.
This study sought to contribute to developing the minority literature which casts OVC in a different light that is non-pathological. Whereas it was not the intention of this study to deny that many children experience hardship and are in need of support; its central argument is that focusing heavily and narrowly on OVC needs or grim-looking future does not enable an appreciation of local meanings, expressions and responses to the hardships that they experience. This means that there is a very low likelihood of getting a good fit between approaches or interventions and OVC expressed needs. It also presents a very high possibility of distorting local realities and not fully utilising explicit or latent resources and networks.
Methodology
This was a mixed-methods qualitative study drawing from phenomenology (the study of lived experience) as the predominant approach. It used a combination of different methods including interviews, focus group discussions (FGDs), observation and participatory child-centred methods such as situated interviewing and community mapping. The data collection methods used focused on and were intended to enable collection of personal experience and reflections of this experience. Moreover mixed methods helped triangulate study findings and also assure quality. A mix of random and purposive sampling was undertaken to select the 129 study participants. Table 1 presents information pertaining to research participants for this study. 
Study Context
This study was conducted in Sheema District which is found in the south western part of Uganda in East Africa. Sheema has a high OVC population of 8296 which, at the time of study, was 39.2% of the entire district population [31] . Generally, the specific location of the study site was informed by the existing data gaps, logistical convenience, national geopolitical representativeness as well as the presence of OVC programmes.
Data Analysis
Data were primarily analysed manually using the Thematic and Template Analysis (TA) 1 approach [32] . There was cognizance of the potential methodological tension between allowing children's voices to emerge and using TA's apriori coding because there is a possibility for existing literature and the researcher's experiential knowledge to leave little room for new knowledge to emerge. In order to achieve congruence between the research aims and data analysis a two-phased approach drawing from both TA and grounded theory was undertaken to guide analysis. All interviews and FGDS were recorded and transcribed: those in the local language were translated to English. Data from children's drawings and writings were scanned and typed up for inclusion. In the first phase all data were then read through and the process of organising data for analysis began using the NVivo software [33] [34] . This stage used principles of grounded theory and the NVivo software was helpful in the next phase which used template analysis. In phase two, preliminary analysis was guided by NVivo to develop a template using the key themes emerging from the data. All transcripts were then applied to this master template for analysis. This study was able to achieve its aim of giving voice to study participants while at the same time using available tools to analyse these voices and make sense of their lived experience.
Findings
Despite being a key theme in the literature, OVC interviewed in this study did not rank their sexual and reproductive health as very bad. In passing OVC mentioned issues of cross-generational sex and the risk of being lured by sugar daddies; however, it was not a recurrent theme as far as their health was concerned. In fact it was in the area of sexual and reproductive health that OVC mentioned their peers as a support system in trying to steer clear of problems. This is shown in one of the FGDs: (FGD with secondary school students aged 13 -17 years)
The discussion above with OVC in their teenage years shows some key issues. First of all it shows that OVC have agency. They are not passive victims but self-determining actors who leverage on their own resources to create solutions to the problems they face on a daily basis. It also shows the creative ways in which this agency is exercised. As a group OVC are aware of the risks they face as a result of material deprivation for example the lure of sugar daddies or early pregnancy which could result in possible expulsion from school. Therefore as a form of risk management and in full demonstration of agency they do something about it-protect themselves and hold each other accountable. In addition, they are responsible towards their carers-a key feature of the reciprocal nature of the relationships in their lives.
The excerpt also draws our attention to the notion of rights among OVC which is remarkably different from universal assumptions and dominant child rights discourses which posit rights as fixed entitlements and prescribe which actors should be involved in meeting these rights. Rather, OVC's understanding of rights seems experiential, in harmony with their level of need and viewed more as expectations that they kept hoping would be met. In hoping that their rights would be met, still OVC were not very prescriptive but instead highlighted the inextricable link between rights and responsibilities and the fact that their rights were negotiated based on prevailing circumstances. OVC made it very clear that they contribute to the realisation of their rights by supporting those seeking to improve their well-being. Therefore even in their understanding of rights, OVC position themselves not as passive recipients of "rights in implementation" but rather active participants who would want to negotiate these rights based on an understanding of the local context [35] .
Furthermore, the FGD excerpt also shows that OVC undertake rational decisions after weighing the impact of these decisions. For example girls [and boys alike] demonstrate awareness of the catastrophic impact that would arise from pregnancy while still in school such as expulsion. OVC have also thought through and learnt from the negative experiences of their lives, such as the fact that members of their families and possibly parents have succumbed to the much dreaded HIV/AIDS which this acts as another deterrent as shown below:
Although it is very tempting I think many girls who are orphans have not been deceived by these sugar daddies. I think it is because they fear that they will catch AIDS or become pregnant. (Eldard, 14 years) Some people have control over what happens to them…that is if you listen to advice and also learn from your own situation. For example I know that my parents died from AIDS, so I can avoid being infected by the same.
(Loyda, 13 years)
The majority of OVC spoken to demonstrated high levels of awareness of the risks relating to their sexual and reproductive health. They also showed the way they navigated through these problems. The perceptions, concerns and priorities of OVC are different in so many ways from those of significant adults in their lives, academic scholars trying to study them, policy makers and practitioners trying to intervene. For example on the is-sue of early marriage, whereas most child rights activists, health experts and academic scholars strongly oppose it and warn of its related dangers, some OVC looked at it as an escape route to their current troubles and went willingly as shown below:
At least when you get married then you have a family of your own. It is better than getting pregnant. Sometimes girls decide on their own.
(Merabu, 15 years)
The link between culture and sexual health of OVC cannot be overestimated. Within the local traditional culture the place of early marriages is still strong and directly impacts on perceptions of many people, including OVC. In reality and talking to OVC, especially the girls who had dropped out of school, it was very obvious that their sexual and reproductive health status is not good. Despite this however, there are still favourable attitudes towards some of the factors that entrench OVC vulnerability, not only among the community members but also among OVC themselves. As mentioned earlier in this section, OVC showed a reasonably high level of rational thought processes and logical decisions towards some aspects of their sexual and reproductive health. In spite of this however, they were also found to sometimes focus so much on the harsh realities of their current situation and fail to critically foresee the potentially negative impact of their judgment in some situations like having favourable attitudes towards early marriages. For example it is very likely that most OVC whose attitudes are favourable had not thought through the dynamics of the new marital relationship they might find themselves in with a possibly older and stronger partner.
Generally there are structural-cultural, socioeconomic and political factors and some of these include the weak or inexistent child protection systems especially at the community level. Some of the duty bearers demonstrated tolerant attitudes towards some forms of sexual abuse as shown below:
Some of these cases are very simple. For us [police child protection unit] if there is no grievous bodily harm to the victim then we don't take such cases seriously because where do you start? (Police officer) These girls of these days…sometimes it is hard to feel sorry for them. They take themselves to these men and then later turn around to say that they were raped…this is usually after they become pregnant and become scared of what to do next (Health worker)
Such attitudes among are likely to entrench OVC abuse and poor sexual health outcomes. The role of the family in protecting children and young people from harmful sexual behaviour in the emergent socio-cultural, economic and political context was also reported to be weak:
Some of these issues are solved between family members, especially if it is a relative who has done it [sexual abuse]. If it is not a family member sometimes they come and pay bride price then officially marry the girl. Now with such cases you cannot do much.
(Community leader)
This was confirmed by the children as one study participant said:
Okay some girls are raped but it is very difficult to get help because these people [perpetrators] are friends to the leaders or they can pay them. So if the girl is lucky and does not become pregnant she just keeps quiet (Betesi, 15 years)
As the excerpts above show, despite OVC perceptions and demonstrated agency or resilience, a number of risk factors regarding their sexual and reproductive health are still a major cause of concern. These include poverty, ignorance, weak health and child protection systems, collusive duty bearers and patriarchal values which put male or adult status and privilege above protection of the child.
The Local Health System as It Impacts on OVC Health
The arrangements in place to respond to the health needs of OVC were reported to be less than ideal. Apart from the very few (only 15% of study participants) supported by a local NGO, the majority of OVC were totally reliant on the local public health system. Most OVC live within a five kilometre radius of a health facility therefore proximity was not a major problem. In principle all Ugandans are entitled to free healthcare at public health facilities following abolition of user fees in 2001. However, in practice, this is not the case and many health facili-ties are unable to respond to the health needs of populations within their areas of jurisdiction. This is as a result of many factors including major stock-out of medicines and sundries; few overworked, underpaid health workers and corruption in the health sector [28] (FGD with out-of-school youth aged 14-17 years)
According to the Ministry of Health [36] , frustrations with poor service delivery in Uganda's health system is not only experienced by OVC but the majority of the population. The country is grappling with issues of low access to and utilisation of health services as a result of many factors including limited funding, low human resources for health, poor infrastructure, and incessant stock out of medical supplies among others. Therefore in light of the above, the local health system is too stretched and lacks the capacity to respond to the unique health concerns of OVC by providing adolescent-centred health services including bespoke sexual and reproductive health services. The current national strategic plan for OVC notes that " the number of facilities providing child-friendly and adolescent reproductive health remains limited…and data to track improvement in health services specifically for OVC is not readily available" [7] .
Discussion
The model of childhood that continues to exist in many developing countries like Uganda is one of passive recipients of adults' decision making. Usually the children and young people at most risk of significant sexual and reproductive health problems are already vulnerable and many of the perpetrators reported to be trusted adults in their lives. Girls face disproportionate vulnerability and gender should be integral as a guiding principle in OVC interventions; it would be useful to utilise a feminist framework in understanding the experiences of children and young people, particularly girls.
In largely patriarchal societies that are also short on professionals with expertise in child-centred approaches, questions remain on the research design, methods and tools used in conducting studies with children, particularly on sensitive topics like sexuality. Furthermore, the way some "educational" messages were packaged by practitioners leave some room for improvement. This is particularly in relation to messages or teachings given to children on sexuality. Contrary to SRH knowledge among teenagers, what was found in many children's minds was a deficit approach to understanding and managing sexual and reproductive health issues. The approach to sexuality was generally alarmist and children seemed to have understood the need to keep away from sex-related activities more out of fear than a healthy, balanced understanding of its pros and cons. Below are two definitions of sex (Figure 1 and Figure 2 ). Whereas the above understanding has elements of truth (e.g. sex does lead to pregnancy), it is not entirely a balanced or healthy opinion and is skewed to the negative. With such fearsome attitudes to sexuality it might be possible that children and young people find problems (both now and later) in their relationships with theopposite sex. In fact this could lead to future problems in their sexual and reproductive health, thereby undermining policy and programme efforts.
The notion of children and young people's "voice" is generally missing in most of the studies that have been undertaken. Child-centred approaches and related methodology need to be integrated in research and other interventions for OVC, and this includes giving them 'voice' regarding their own reproductive and sexual health.
The Shifting Role of Adults
The findings of this study show a high level of incongruence between how sexual health is understood by adults and how it is experienced by the children young people and young people themselves. This discrepancy becomes ever more important when dealing with youth with complex circumstances like OVC who have not trodden a relatively "normal" pathway. As mentioned before many OVC have agency and have devised ways of protecting themselves against poor sexual and reproductive health outcomes. They have also made, and continue making, tremendous contributions to not only their households but also the societies of which they are part. An understanding and appreciation of the unique position and contributions of OVC should therefore usher in new ways of thinking about and engaging with them. First of all, adults viewing children and young people from a patriarchal lens need to acknowledge that they do not know everything about them. They need to understand, embrace and sustain the initiatives and contributions of OVC to society. This also changes the relational interface between these two groups; adults shift from seeing themselves as "experts" to becoming more of facilitators, confidants, guardians, partners and learners in issues regarding OVC. The shifting of adult roles in relation to OVC is not simplistic but an on-going iterative process that will require a full appreciation of the related ethical, political and cultural tensions involved therein. It will also require employing child and adolescent-centred methodologies [37] to elicit the most from the OVC in their new recognised position as active contributors to society.
A Child and Adolescent-Centred Lens
Child and adolescent-centred approaches need to be adopted in research, policy and practice; the underlying social constructions of childhood and their resulting opportunities or limitations should also be understood. Parents, carers and other significant adults in the lives of children and young people are part of the solution and should be supported. There are protective factors within many Ugandan families and communities that can and must be harnessed to protect children and young people.
Service delivery and health system issues, including capacity-building at key points such as health facilities and schools, should be looked into. There is need for provision of services tailored to unique reproductive and sexual health needs of different OVC categories. This stratification based on clusters like age, marital status, area of residence, sexual activity or orientation requires avoidance of the one-size-fits-all approach, diversity in menu of services on offer and inclusion of hard-to-reach people or areas. The need to support civil society and other actors in their effort to broaden the scope of available services is also immense. The need for further multi-targeted educational campaigns for all relevant stakeholders cannot be underestimated. Learning from the relatively weak implementation of existing policy, legislative action and stronger child protection systems will need prioritisation and adequate resources.
Conclusion
This study confirms the poor status of OVC sexual and reproductive health. However, the majority of existing OVC representations, including those related to their sexual and reproductive health, are adult constructs not necessarily subscribed to by OVC themselves. Acknowledging their difficult circumstances, most OVC have devised creative ways of addressing challenges associated with their sexual and reproductive health which need to be identified, celebrated and consolidated by those seeking to improve their outcomes. Essentially what is required is a multi-pronged approach which positions children's lived experiences, voices and priorities at the heart of all interventions. Different stakeholders need to act on the need for an integrated child and adolescent-centred approach to the sexual and reproductive health of orphans and vulnerable children.
